prevent escape of the fluid. This second dram is thus left for five minutes, during which time, in addition to anasthetizing the mucous membrane of the anterior urethra, it paralyses the "cut-off" muscle and a quantity seaps through into the posterior urethra. The clamp is removed, any escape of solution being prevented by compressing the external meatus with the thumb and index finger of the left hand. A third dram is introduced slowly and the clamp applied for another five minutes, when the process is repeated and the final or fourth dram introduced. The greater part of this three drams seaps through into the bladder and so effects aniaesthetization of the highly sensitive posterior urethra. Fifteen minutes from the commencement, the contents of the anterior urethra are massaged back into the bladder as in the case of the first dram. This method, in addition to giving a satisfactory analgesia, enables the trained fingers to detect a stricture of Immediately before introduction, the integrity of the electrical connections is verified and a suitable illumination secured. Omission of this detail may lead to the humiliation of being compelled to withdraw the instrument from the bladder owing to deficient lighting. The absolute cleanliness of the ocular and prism windows of the telescope should also be established.
POSITION OF THE PATIENT.
The lithotomy is now universally recognized as the most satisfactory position for cystoscopic work. There is no need to dilate on the obvious advantages over the dorsal position with buttocks elevated on a sandbag. This latter position is satisfactory for children and is necessary in certain deformities, as adduction contractures and ankylosis of the hip-joints.
INTRODUCTION OF THE CYSTOSCOPE.
In introducing the cystoscope, the penis is held vertically upwards and drawn taut to obliterate the bulbar cul-de-sac. The instrument is allowed to proceed slowly to the bulbous urethra, more by virtue of its own weight than by help from the operator.
Festina lente should be the precept at thls stage, so gaining the patient's confidence before attempting to traverse the more sensitive posterior urethra. Keeping the instrument strictly in the mid-line, the beak is engaged in the membranous urethra by feel, all semblance of force being avoided, and the ocular end depressed between the patient's tlhighs when a slight advancement will carry the beak into the bladder. In the grosser types of prostatic enlargement, very considerable depression of the ocular end of the cystoscope may be necessary to overcome the accentuated angle of the prostatic urethra. In marked middle-lobe hyperplasia, a general rotation of the instrument in its long axis may aid passage through the tortuous supramontine canal.
When the beak is within the bladder, there is no longer the marked resistance to rotation in the long axis. The instrument should be steadied either by means of one of the special holders or by an assistant, the heel of whose hand rests on the pubis. the ocular knob in the 6 o'clock position, i.e., looking directly downwards, the instrument is advanced from the bladder neck inwards until the beak impinges against the dome of the bladder. The cystoscope is then rotated so that the knob is at 7 o'clock and withdrawn to the neck, the mucosa being scrutinized the while. In this way, by a series of advances and withdrawals with systematic rotation, the entire bladder wall is inspected in a series of bands disposed cephalo-caudally. Areas of doubtful pathology call for approximation of the prism towards the site to secure a larger magnification. The greater vascularity which is normal in the trigone should not be mistaken for pathology. Finally, the bladder neck is examined. The close approximation of the beak to it is prone to induce haemorrhage, and it is for this reason that the region is scrutinized last. In catheterizitng a ureter it is best to move the ocular end of the cystoscope towards the opposite side, so that the line of the instrument corresponds roughly with the intramural portion of the ureter. It usually suffices to elevate the Albarran lever through quite a small angle. Undue elevation of the lever leads frequently, in the hands of the beginner, to bruislng of the vesical mucosa below the orifice and to clouding of the field, so that catheterization of one or both ureters is rendered difficult or impossible. The point of the catheter is directed: towards the lower margin of the orifice, and by means of a forward movement of the whole instrument the catheter slips readily into the ureter. One cannot stress too strongly the importance of ensuring that the lever is fully depressed before withdrawal of the cystoscope along the urethra.
Before collecting ureteric specimens of urine, the catheters should be allowed to drip for a minute or so to empty of irrigating fluid, sterile water being used for preference.
In conclusion, let us stress that the most important practical point in the art of successful cystoscopy is gentleness.
